INTRODUCTION
In 1965, when this study began, there were no clear guidelines about the optimum duration of in-patient treatment for alcoholics. Davies et al. (1956) had reported that at the Maudsley Hospital the aim was for a â€˜¿ short stay' of between two and three monthsâ€"but some individuals stayed for up to ten months. The policy at Warlingham Park Hospital as de scribed by Glatt (i@@@)was for an in-patient stay of at least two months, though â€˜¿ on the whole about three months is the optimum period'.
Our own treatment policy had been based on a minimum requirement of three months in-patient stay. A follow-up survey revealed that a large majority of those staying for the required period had done well; however, a small proportion of individuals staying for periods of less than two months had also done well. A possible explanation of this finding was that individuals of good prognosis (based on variables other than duration of stay) were willing to remain longer in hospital, although a minority of equally favourable prognosis were not. To test this a study was necessary in which patients were randomly allocated to short-stay and long-stay treatment groups. In addition other variables, relevant to the prognosis of alcoholics following treatment, could be examined.
Selection accepted for treatment, not excluding vagrants or others (e.g. those who deny alcoholism) assumed to have a bad treatment prognosis. Referrals were accepted from the courts, the probation service, the Samaritans and members of Alcoholics Anonymous, as well as the more usual sources such as general practitioners and other hospitals (both psychiatric and general) in the area.
Allocation
All patients admitted were allocated (using a table of random numbers) after one week in hospitals to either a short-or long-stay group; some individuals were not admitted to the trial at the end of this first week for reasons given later. The short-stay group were to remain in hospital for no more than four weeks in all; they were to be seen in out-patients every three weeks in the first six months after discharge and then once every six weeks for the next six months. The long-stay group were to be in hospital for eight weeks at least but no longer than twenty six weeks; they were to be seen as out-patients every six weeks following discharge. In the second post-discharge year members of each group were to be seen every four months.
Treatment
One of us set aside for the treatment of alcoholics fourteen beds available to him in a 56-bed unit, geographically separated from the main hospital by a public highway. Nursing, occupational therapy, ancillary staff and other facilities were shared with three other consultant psychiatrists, who treated patients suffering from illnesses other than alcoholism in the remaining beds in the unit. The then research registrar had day-to-day clinical care of all alcoholics treated. No other staff were specifically allocated
METHOD
The criteria for diagnosis of alcoholism were those recommended by the World Health Organization (1952) . Although the Jellinek sub-classification of alcoholism was not em ployed, the overwhelming majority of those treated were of the â€˜¿ gamma' type (i.e. â€˜¿ loss of control' drinkers). All individuals referred were to this work. Social problems were dealt with on request by a psychiatric social worker, as part of her general clinical commitment to the con sultant team.
On admission acutely intoxicated individuals were sedated with chlormethiazole (Hemi nevrin), remaining in bed for two to three days. Parenteral vitamins, phenothiazines, anti convulsants and anxiolytics were administered if clinically indicated; anti-depressants were rarely used. Drugs were not the mainstay of treatment; they were used solely to make initial adjustment to the regime easier and were withdrawn as soon as practicable.
Treatment was primarily by daily group meetings; these were open groups which patients began attending from admission. The meetings were led by the doctor on four week days and met without him on the remaining two days. The tasks of these groups were to concentrate on problems of a practical kind (e.g. socio-economic) and to modify attitudes toward drinking. No attempt was made to resolve deep underlying conflicts or to undertake major personality reconstruction.
In the early part of their stay patients were seen individually by the doctor, to prepare them for and to facilitate treatment in the group. During work ing hours patients took part in a variety of practical tasks, including the management and cleaning of their ward.
After working hours there was little restriction on their movements, despite ready access to local public houses. Under these conditions initial abstinence was difficult for a small number of patients; seven (two of these in the long-stay group) were therefore given disulfIram (Antabuse) or citrated calcium carbimide (Abstem) for short periods as an aid to manage ment. Only two patients (one from each group) could not be managed in this open setting and were treated in wards with restricted freedom. Individuals who had more than two drinking episodes while in hospital were discharged, as were those who drank â€˜¿ deliberately' in an attempt to delay a planned discharge. If this occurred the individuals, without exception, took part in the follow-up scheme. An Alcoholics Anonymous group met weekly in the unit and another dozen A.A. groups function within a thirty-mile radius of the clinic; patients were encouraged to attend these, as well as that in the unit, as frequently as possible.
Assessment
On admission to the trial, all patients were initially assessed using the Maudsley Hospital history and mental state examination scheme. Certain areas of this assessment (and some information, including follow-up, later acquired) were rated, using scales specifically designed to measure variables considered relevant to prog nosis after treatment.*
The first eight scales* deal with â€˜¿ objective' information from three main areas:
Social adjustmentâ€"including family status, employment record and legal history (items I, 2 and 3). The ninth scale* deals with a subjective item â€"¿ insightâ€"which was rated at two points in time, on admission (item 9) and at discharge (item io).
Follow-up
All individuals (including any discharged for persistent drinking) were followed-up in the out-patient department by the doctor responsible for treatment. Assessment and ratings of out come* were made one and two years after discharge; these were based on personal inter views supplemented in every case by information from at least one other source. certain exceptions. * The follow-up continued until April 1969, by when all patients had completed at least two years since discharge from hospital.
Sixty-nine patients (all male) were entered on the trial.* Of these 38 were randomly allocated to the short-stay and 31 to the long-stay group. The mean duration of short-stay was 20 days (range 14 to 30) and that of long-stay was 82 days (range 50 to in). There was no significant difference between the two groups in respect of the items rated nor with regard to age and social class. These findings are summarized in Tables  I and IL The results will be presented in two parts: the first dealing with the relationship between duration of stay and outcome; the second dealing with the prognostic value of the variables assessed.
PART Iâ€"IN-PATIENT STAY V. OUTCOME
Seven patients were lost to follow-up during the course of the first or second year, all of them from the long-stay group: â€"¿ three died as a direct consequence of con tinuing to drink; two during the course of the first year. (One deliberate suicide by overdose of alcohol and drugs; one cerebral haemor rhage following a fall while drunk: one death from exposure with inhalation of vomit.) â€"¿ onedied of a coronary thrombosis during the second year, having shown improvement in drinking behaviour but not continuously abstinent since discharge. â€"¿ one died of carcinoma of the oesophagus during the second year, having been con tinuously abstinent since discharge. â€"¿ twowere untraceable after the first half of the second year. Both had been drinking in an unchanged fashion since discharge. (2) Two for a practical reason. It was known that on discharge they would be returning to distant parts of the country, so that the standard follow-up procedure could not be applied.
Those in the short-stay group were seen in out-patients on nine occasions in the first six months after discharge and a total of thirteen times in the first year; the long-stay group were seen eight times in the first year. During the second year all individuals from both groups were seen on three occasions, including the final follow-up assessment. Any who failed to keep an appointment were visited at home by a psychi atric social worker and encouraged to attend as soon as possible after the missed appointment.
Readmission
There were no readmissions to this or any other hospital, in outcome class A (â€˜recovered'â€" continuously abstinent for the year under review); this also held true for the two indivi duals who dropped from class A at the one-year point to class B (â€˜improved') during the second year-one of these went on a spree for nearly three weeks, was admitted to a general hospital with pneumonia and thereafter remained absti nent; the other had three drinking episodes of two or three days duration at week-ends which all responded to Alcoholics Anonymous help. Of the B class, 35 per cent had one brief re admission to this hospital during the first year and 15 per cent in the second. Among the C class (â€˜worse'â€"i.e. unimproved) 76 per cent had at least one, 6o per cent two and 40 per cent three readmissions, to this and other hospitals, after first dischargeâ€"without pro ducing much improvement overall; however, two individuals with two readmissions each to this hospital in the first year, improved to class B without readmission in the second year.
Outcome Table III illustrates the changes in outcome class that occurred between the first and second year follow-up points; it is clear that these were minimal in classes A and C. Only 2 out of 23 survivors dropped from class A to B, and only 3 out of 20 improved from C to B class between the first and second year. However, major changes occurred in the improved category (B): by the end of the second year, out of 20 in the class at the one-year point, one had died, 7 had shown further improvement to class A (abstinent for one year), 9 remained in class B, and only 3 1' IL,
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Cr, had deteriorated to class C (similar drinking pattern to that before treatment with further psycho-social deterioration). Kendall's rank correlation coefficient shows the significance of these changes.
Table III also shows the outcome at the one and two-year follow-up points in relation to duration of stay. In terms of complete recovery (class A) the long-stay group had a better initial response; chi-squared comparison reveals a just significant difference between the two treatment groups at the one-year point in favour of long stay,* but if the improved are combined with the abstinent this difference disappears. By the end of the second year the short-stay group had â€˜¿ caught up', and there is no longer a significant difference between the two groups.* At two-year follow-up, two-thirds of the surviving population of each group fell into classes A (abstinent for one year) and B (improved). The conclusion is clear: in-patient treatment for longer than one month is not necessary for the successuIil treat ment of alcoholism.
PART Ilâ€"PROGNOSTIC VALUE OF THE ITEMS ASSESSED
To evaluate the importance of the various items rated it is necessary to consider the total population at the two-year point in terms of outcome class, comparing the latter with each variable in turn using chi-squared. Because of the small expected values in many cells it was necessary to combine outcome classes A (â€˜absti nent') and B (â€˜improved') into one group, comparing this with class C (â€˜unchanged/ worse'). This procedure follows the convention generally adopted in other studies. 7) is significantly related to a poor outcome at the i per cent level. Table II (bottom half) shows that low social class is more significantly associated with poor outcome, at the o â€¢¿ i per cent level. Table IV also shows that â€˜¿ high grade' insight on discharge (item io) is very significantly o@i per cent levelâ€"related to good outcome. It is noteworthy that insight on admission (item 9) is not associated significantly with outcome. Since insight is the only item assessed which is susceptible to treatment, these findings are of obvious importance. The relationship between outcome and insight, on admission and on discharge, was therefore further examined for trend or linear regression. grade insight. The regression coefficients of the admission and discharge data also differ signi ficantly, thus confirming the importance of the change in degree of insight, between admission and discharge, in regard to outcome. It could be argued that improvement in insight is in part attributable to duration of stay â€"¿ i.e. the longer the stay the greater the improve ment in insight. Fig. i drinking in the unit; these were all rated â€˜¿ 5' for insight at discharge, hence the increase in this grade of insight following treatment. The deterioration apparently pro duced by treatment is in fact minimal; seven of these individuals were rated â€˜¿ 4' for insight on admission and the other two were rated â€˜¿ 3'. 
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grade insight than did the long-stay group, but this difference is not significant. Because of the relative insensitivity of the chi-squared analysis and the loss of information when this test is used, the significant data were further analysed using Kendall's rank correla tion coefficient (tau). This test of significance enables the relationship between each individual variable and all three outcome categories to be examined; by several applications of the test the different populations can be directly compared. Table VI tabulates these data, with the individ ual items ranked according to the value of tau.*
The unfavourable prognostic influence of social maladjustment (measured by items 1, 2 and 3) remains highly significant for the total population.
There is a seeming differential effect in that all three items are at the 0@I per cent level of significance in the short-stay popu lation; in the long-stay group items I and 2 are at the 5 per cent and item 3 at the i per cent level of significance. Low social class and a greater incidence of delirium tremens (item 7) are equally unfavourable, for each sub-group and for the total population, at the o' i per cent level of significance. High grade insight on discharge (item io) remains very significantly related to good outcome for all groups. The rank order of the variables is the same for both treatment groups and for the total population. The progression in the Table is from the least (item 2â€"employment/work record) to the most (item ioâ€"insight on discharge) important in influence on outcome. The much higher levels of significance found in some areas are a function of a rank correlation test which utilizes more data, in this case the inclusion of class B as a separate outcome. This is also a possible expla nation of the differences in significance between the short and long-stay populations, for a much smaller proportion of the latter fell into class B (see Table III ).
Although the influence on outcome of the individual items varied, a passing reference should be made to the possibility of predicting outcome by using the summed scores of the scales. It could have been possible to predict the two-year outcome correctly in 82 per cent of the surviving population. We found that the appropriate â€˜¿ cut-off'point correctly identified 8i % of the 42 individuals in the improved group (outcome classes A and B) and 85 per cent of the 20 individuals in class C. Table III shows that of the 62 patients com pleting the two-year follow-up, 47 were in the same outcome category after two years as at one year. The outcome status at one year could have been used to predict the two-year outcome with a 76 per cent probability of success. If outcome categories A and B are combined, this probability rises to 90 per cent. These findings add to previous work (Davies et Ritson, 1968; Valiance, 1965 ) which showed similar probabilities. , 1966; Ritson, 1968; Valiance, 1965 ; Walton et a!., ig66), we also found that a drinking relapse, whether B or C type, occurred within six months of discharge; except for two individuals who began drinking again after one year's abstinence (drop from class A to B), all the others relapsed within five months of discharge from hospital. However, because of the tendency to continuing improvement among the B category, the drink ing status during the first six months may not be as reliable an index of the longer term outcome as is that derived at the end of the first year.
Comparison of one-year with two-year follow-up

DIscussIoN
The age (Table I ) and social class distribution (Table II) of our population were similar to those reported from other treatment facilities, indud ing specialist units, in Great Britain (Davies etal., 1956; Edwards eta!., 1967; Glatt, 1961a; Ritson, 1968; Valiance, 1965; Walton et a!., 1966) .
There was a preponderance of social classes I and II with a relative lack of IV and V in comparison with the general population. This common finding may be due to: (a) class differences in prevalence; (b) the referral habits and/or â€˜¿ class prejudices' of doctors and other agencies; (c) less awareness of alcoholism as an BY P. J. A. WILLEMS, F. J. J. LETEMENDIA AND F. ARROYAVE follow-up proper was therefore that assessed at the end of the second year.) One year after the â€˜¿ end' of treatment there was no difference in outcome between the two groups. However we are not told whether any individual patient was abstinentfor the twelve month period.Inspec tion of the data suggests that few, if any, individuals had been continuously abstinent; the mean outcome for both groups was highest in the first month and thereafter tailed off though there was some fluctuationâ€"never again reaching the level of the first month.
Ritson (1968) also compared in-patient with out-patient treatment; the in-patient stay being in a specialized unit for an unspecified time. The allocation of patients was not random; the out-patient group consisting of patients who re fused admission, who did not recognize they were alcoholic and/or who would not accept other stringent requirements for in-patient treatment.
Nevertheless the out-patients as a group did as well as the in-patients, a result difficult to interpret since they were assumed to be a population with less favourable prognosis; we shall return to this point later in the discussion. The presentation of results in this paper (Ritson, i968) is also unclear in terms of treatment outcome; individuals are described as abstinent (his Table V ) who have demonstrably not been continuously so (his Tables IV and VII) .
Most authors writing on the treatment of alcoholism agree that abstinence is the desired therapeutic goal. However, the presentation of results is often contradictory and confusing, particularly when considering partial improve ment. In our opinion drinking behaviour can be used as a simple criterion of success in the treatment of alcoholism (this point is discussed in more detail in the accompanying paper (Willems ci a!., 1973)), provided that:
Abstinence is strictly interpreted and should be continuous for the period under review.
(2) That the â€˜¿ improved' category is a broad one, without detailed refinements such as the number of times an individual has been drinking (bearing in mind that the drinking alcoholic is less than truthful and is adept at concealment). Only in this way will it become possible to make direct comparisons between results ob tamed at different centres and under different illness at lower social levels, with consequent failure to seek treatment.
Further research is necessary to elucidate this.
There are reports by others of alcoholics responding well after only a short stay in hospital. Rathod et a!. (1966) found that just over one-third of the patients who remained in hospital for only half of the recommended period (three months) did well. Vallance (1965) showed that a very few patients did well after no more than four weeks in hospital under a non-specialized regime in a general hospital psychiatric department, which he described as â€˜¿ ...flrst aid management. ..without adequate after-care'. Nonetheless, he stressed the inade quacy of this common approach in the light of his findings that less than @ per cent (three out of 68 male patients) were continuously abstinent for two years following discharge and that only 25 per cent were found to be improved.
Our overall results are as favourable as those reported by other authors in this country (Davies et a!., 1956; Edwards, 1966; Edwards et a!., 1967; Glatt, I961b; McCance et a!., 1969; Pemberton, 1967; Rathod et a!., 1966; Ritson, 1968; Valiance, 1965; Walton et a!., 1966) . Unfortunately, few trials have been done to eval uate different regimes and types of treatment; the results have been unclear and at time conifict ing, partly because of differences in method.
Griffith Edwards eta!. (1967) compared nearly nine weeks in-patient stay in a general psychi atric setting with â€˜¿ intensivetreatment' on an out-patient basis; the latter lasting for nearly eight weeks with high intensity psychiatric social worker support and psychotherapy.
Certain categories of patients, particularly the vagrant alcoholic, were specifically excluded from this trial. After the â€˜¿ end' of treatment, every patient was seen at least monthly by two separate individuals for one year. There would inevitably have been a high â€˜¿ treatmentcontent' in these so-called follow-up interviews; assess ment at much less frequent intervals would have been more appropriate for follow-up purposes.
It is difficult to separate what is treatment from what is follow-up, but this important distinction is often blurred or even unrecognized. (In our material also the â€˜¿ treat ment content' in the first year was high; the regimes. For the same reason there is a need for measuring factors relevant to prognosis in a simple, standard fashion; the scales we have devised will, it is hoped, contribute to this.
Our results show thatshort-stay (less than one month) and long-stay (nearly three months) in patient treatment gave similar outcomes; pro longed hospital stay is not necessary for successful treatment of alcoholism. In terms of duration of stay our long-staygroup is comparable to the in-patientgroup of Edwards et a!.,and our short-stay population to Valiance's (1965) material.No great reliancecan be placed on direct comparisons between dissimilar studies, but our results seems to indicate that intensive, specialized, group-orientated treatment as a short-stay in-patient has a better prognosis than in-patient treatment of a non-specific type, whether this be of similar or three times longer duration. In passing it may be noted that the out-patient group of Edwards et al. did no better than their in-patients, despite the fact that the former seem to have had more intensive individual care.
There are some indications in our results that the socially maladjusted individuals in the long-staygroup may have derived more benefit than those in the short-stay population (Table   VII ). It could be that the longer stay only sharpened the distinctionbetween outcome classes A and B; the statisticaldifferences between the two treatment groups shown by Kendall's tau being due to the higher proportion of the short-stay group falling into outcome status B. Since long-stay does not improve insight more than short-stay (Fig. i) it may be that it diminishes the unfavourable prognostic effect of poor social adjustment. This may operate by allowing more time for adjustment to and resolution of family and employment diffi culties and to overcome a legal record. Whether this should take place in hospital or in after care hostels has yet to be demonstrated. The â€˜¿ socially unstable' alcoholic, described by Edwards (1966) as unsuitable for admission to a general psychiatric hospital setting, may benefit from treatment in a specialized unit and dis charge to a specialized after-care hostel ofthe kind recommended by Edwards et a!. (1967) , Madden An important therapeutic goal in the treat ment of alcoholism is indicated by our finding that the degree of insight on admission did not influence outcome, while that at discharge did so very significantly.* Once an individual has gained or improved in insight, his desire for treatment and motivation for this will be increased, with probable beneficial effect on the outcome of treatment. Ritson (ig68) denied admission to individuals who did not admit that they were alcoholics and who also did not agree to other stringent criteria. These patients were given out-patient treatment and formed a group which was compared to another groupâ€"composed of those aware that they were alcoholics and accepting all the other conditions attaching to admissionâ€"who were treated as in-patients. In the event the out-patients group â€"¿ thosewho initially â€˜¿ denied' their illnessâ€"did as well as the in-patient group. One possible explanation of this unexpected finding is that their insight was improved and the prognosis altered in consequence. Moore eta!. (1961) have concluded that denial of illness in alcoholism is a major obstacle to successful treatment, because of the consequent lack of co-operation by the patient-individual. They devised a four-point scale to rate denial; examination of this shows that the concept involved is that which we consider to be insight. They ascribe this â€˜¿ denial' to unconscious mechanisms â€˜¿ thoughit often has apparently conscious elements usually described as simply lying'. They also found that highest degree denial (Grade 4) on admission did not alter under their treatment programme and por tended little improvement. Despite the similarity of their approach and ours to the treatment of alcoholism (tackling drinking as the main problem), this finding does not tally with our experience; five patients admitted to our trial with insight rating â€˜¿ 5' (equivalent to Moore's Grade 4 denial) all did wellâ€"four of them in the short-stay group. This is not a large number, but it does indicate that unawareness (a preferable cluding admission to hospital. This is all the more important since we have shown, in our population, that it is not the level of insight on admission but rather that achieved during treatment which is of relevance to the outcome. An individual in our society who acknowledges his drinking of alcohol as an illness, or as the symptoms of an illness, possesses considerable perspicacity or insight. It is therapeutic nihilism to turn away patients merely because they are unaware that they are ill.
In the studies we have considered (Edwards et a!., 1967; Ritson, 1968) and in our own, a roughly similarproportion of patientsin each and every treatment group showed improve ment; this despite the differences in selection and assessment. It would appear either that some individuals get better whatever the treatment or that sub-groups respond differently to various types of treatment.
There is need for careful description ofany patient population, so that sub groups may be identified readily. We consider that four main groups of alcoholics may be defined in terms of their awareness of illness (insight):
(i) The first group consists of those individuals with full awareness of illness. These probably form the majority of those who recover, without recourse to medical help, through Alcoholics Anonymous or similar agencies; a few may require brief admission to hospital for detoxica tion only. (Six individuals referred during the â€˜¿ admitting period'recoveredwithout specific help other than exposure to Alcoholics Anony mous while awaiting admission; they were not subsequently admitted, for this was no longer necessary and might have biasedthetrial. They provideexamplesof theproposedcategory.)
(2) The second group is comprised of those who are aware that there is something wrong with them but who do notknow thattheillness existsand are unaware of the criteria for and theimplications ofthediagnosisâ€"i.e. theydon't know thelanguage. Thesewill undoubtedlygain in insight on admissionto a specialized unit, where theillness and its naturecan be explained to them and theseexplanations confirmedby otheralcoholics.
(@) The third group are individualsunaware that anything is wrong and/or rejecting the diagnosis for various causesâ€"e.g. unconscious reasons, lack of intelligence, personality disorder. They may gainfrom admission ina similar way to the second group, but will need more intensive individual help with prolonged specialized after care and support if they are to be returned to a semblance of normal function. (The majority of our category C, who remained unchanged despite repeated admissions, probably fall into this group.) (s,) The fourth group are those who have already been so damaged by alcohol abuse that they are incapable of awareness (insight). These will require long-term supportive care, including repeated â€˜¿ crisis' admissions, ending with permanent admission to some form of institution.
These suggested groupings cut across many of the existing preconceptions about the poor response to treatment of certain types of alco holics. Though our numbers are too small to permit of statistical analysis, many vagrant alcoholics, including a number of crude spirit drinkers, were found to be in our second group.
Conversely some individuals in our outcome category C were â€˜¿ socially stable' and from social classesI, II or III, yet they undoubtedly fell intoour thirdgroup.
Studies of the type described in this paper inevitably missfinerpointsof importanceand relevance to thetreatment and management of alcoholism. However, broad studies ofthis kind are necessary in order to indicate areas requiring more detailed investigation. Arising from our results itisclearthat researchinto the socially maladjusted alcoholic is necessary to determine the most rewarding types of treatment and after care. Of even greater importance is the examina tion in detail of the operation of insight; how best to assess it and how to modify it by treatment.
SUMMARY
A comparative trial of short-stay (mean 20 days) and long-stay(mean 82 days) in-patient treatment of male alcoholics revealed no differ ence in outcome in 62 patients (38 in the short stay group) followed-up two years after dis charge. greater social maladjustment and a history of delirium tremens are significantly related to a poor outcome. Insight on admission was not related to outcome, but the level of insight on discharge very significantly influenced the prognosis; longer stay in hospital did not improve the attainment of insight.
The discussion defines therapeutic goals in the treatment of alcoholism and also describes four groups of alcoholics in terms of their awareness of illness.
